INTRODUCTION
Obsessive Compulsive Disorder (OCD), is characterized primarily by obsessive ideas or recurrent compulsive behaviors. It is a common psychiatric disorder, with an estimated lifetime prevalence ranging between 0.3% and 2.2% in adults and approximately 0.7% in children and adolescents, according to data based on the Composite International Diagnostic Interview (Fontenelle, Mendlowicz & Versjani, 2006) . A remarkable impairment in social interaction and academic development, are signs of distress caused by recurrent obsessions and compulsions in children, with this psychiatric disorder (Johnson, 2017) . It also affects equally men and women, with symptoms beginning early and gradually in infancy (Sasson, Zohar, Chopra, Lustig, Iancu & Hendler, 1997).
A large proportion of OCD patients are single, especially males, however, 35% of males were married, when compared to 60% to 75% of females. This difference can be partly explained by the fact that, the onset of OCD is earlier in men (Del-Porto, 2001 ). It is usually a chronic condition with a fluctuation in intensity of symptoms, over time (Torres &Smaira, 2001 ).
One of the main factors associated with the etiology of OCD is heredity, since it has been perceived that, OCD would have a family component. There is enough evidence from genetic epidemiological studies, particularly family studies with twins, that OCD not only aggregates in families, but also that it would be, at least partially, in families of patients with the highest score for symmetry and ordering symptoms, there is a probable implication of a major effect gene. In association studies, serotonergic and dopaminergic receptor genes have been investigated, since these neurotransmitters are likely play a role in the pathophysiology of OCD (Gonzalez, 2001 ).
The uniformity of symptoms independently of geographical, historical, ethnical, cultural or economic differences suggests a common biological factor (Del-Porto, 2001). The evidence of OCD with a positive family history, despite the lack of definition of the genetic aspects of the disease, allows us to investigate the clinical characteristics between patients with family history disorder and those with no family disorder background. This is the aim of the current work, performed through medical records review of patients, diagnosed with OCD and ambulatory follow-up due to the disorder.
METHODS
It has been retrospectively studied 114 subjects from a private clinic in the city of Maceió, capital of the state of 
RESULTS
Twenty-five patients (22%) had a family history of OCD (Group A) and 89 (78%) had no family history of OCD (Group B). Demographic data regarding the age of onset of symptoms and treatment, are presented in Table 1 . The mean age of onset of symptoms was 18.6 years for the sample, with a family history and 22.1 years for the group with no family history. The mean age for beginning treatment was earlier for group A and later for B, being 25.2 years for group A and 27.4 years for group B. Concerning to the frequency of the most common types of symptoms, it was observed that, group A had a higher rate of the obsessions of doubt (28%) and compulsions of collecting (36%), when comparing to group B, which presented 7% and 10%, respectively. This finding is reported in 
DISCUSSIONS
The study showed that, 22% of patients with OCD analyzed, had a family history of the disorder, a statistic in a retrospective study that reviewed 802 patient records, noticed that within this sample, about 152 patients presented a family history of OCD and 44% of them developed symptoms, under the age of 18 years. In this same study, mean age of patients with family history was 19.9 years and those without family history were 22.1 years, corroborating our findings.
The mean age for beginning treatment in the group with a family history (25.2 years) was lower than in the group with no family history (27.4 years). This fact was also evidenced in a study by Ferrão et al. (2004) , in which the mean age of onset of treatment was lower in the group, with a family history (28.6 years) than in the group with no family history (30.6 years). They also noticed that, although patients with a family history of OCD had onset of symptoms at an earlier age, they took an average of 2 years longer than patients without a family history to seek medical help, evidencing the environmental influence on maintaining symptoms.
In this research, a higher frequency of hoarding was observed in the group with a positive family history, 36% The symptoms in the group with a positive family history, presents higher scores in the Y-BOCS scale, as shown in Table 3 , thus suggesting a greater intensity for disorder manifestation, associated with genetic heritage.
Notwithstanding, a study by Skriner et al. (2015) , carried out with 127 children between 5 and 8 years old with OCD showed that, these early-onset patients had a higher Y-BOCS score, with a score of 25.55 points, independently from family history.
Our study showed that, the family history of obsessive-compulsive disorder is present, is in accordance with similar results in the literature, and that, this factor directly influences the history of the disease. This reinforces literature findings that, OCD has biological elements in its pathogenesis, or that at least one OCD subtype appear to have a more evident biological influence. Thus, despite work limitations, such as a retrospective study of medical records, subject to loss of information and a small number of patients, we can conclude that, the family history of OCD can be a risk factor, for greater severity of symptoms.
